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occlusive disease in black patients compared with white patients on
angiogram. Again, one of the limitations of using NIS is that we do
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Dr Joseph Ricotta (Rochester, Minn). I would like to congratu-
lateDrHenry and her colleagues for an excellent presentation and for
providing us with important information on an under-investigated
topic. The first question that comes to mind is what was the relation-
ship between the socioeconomic status of the patients and the acuity
of their presentation? We know that patients that present emergently
do worse than patients that present and have their procedures elec-
tively, and one might infer that patients with lower socioeconomic
status may delay seeking medical attention. Was this the case in your
study, and do you think that influenced the outcomes?
Dr Antonia J. Henry. We did examine the relationship
between socioeconomic status and the acuity of presentation. I did
find that the patients with Medicaid or no insurance were more
likely to present emergently or urgently. Patients who presented
with ischemic gangrene were more likely to have low income.
Dr Ricotta. So, the patients with low socioeconomic status
(SES) presented more acutely?
Dr Henry. Yes.
DrRicotta.Along the same lines, I am a little confused, because
you were nice enough to give me the manuscript ahead of time, but
one of the tables in your manuscript contradicts one of the tables that
you presented here with regards to angiography. Was there a differ-
ence in terms of race with the number of patients that underwent
angiography? Because in the manuscript there was not, but it looked
to me like there was a difference on one of the slides you presented.
Was there a difference in race for those patients who underwent
angiography?Did theminority patients undergo angiography?And, if
so, was there a statistically significant difference compared with the
white patients who underwent angiography?
Dr Henry. Thank you very much for your very close reading
of the manuscript. Earlier this week, I found a coding error in my
program and so I reran the analyses and I did find that patients who
were identified as Hispanic were at significantly decreased odds of
undergoing a diagnostic angiogram, but there was no significant
relationship between the other racial groups and whether or not a
patient had an angiogram.
Dr Ricotta. So one might say that there is no inherent bias
there, because they are undergoing an angiogram presumably with
the intent to treat, but maybe on the angiogram, they have a higher
propensity or higher frequency of unreconstructable disease in the
minority patients. I just was interested in your comment.
DrHenry. I think everyone remembers a very often cited paper
by Dr Sidawy documenting the increased prevalence of small vesselot have the information on the anatomy that was found in the
iagnostic angiogram, so that will be evaluated in our prospective
tudy.
Dr Ricotta. Just two more questions. Native Americans were
small percentage of your patients in this study, but there was
ome significant data associated with them. They did poorly, yet
hey participate in a government-run health service. With all the
hanges in health care that are occurring now, I think this is an
mportant point. Presumably, they have access to care because they
articipate in a government-run program. Can you comment on
hy they did worse?
Dr Henry. The Native American population was less than 1%
f our study population. The NIS contains US community hospi-
als. It does not include federal hospitals. So, hospitals that may fall
nder the purview of the Indian Health Service are not included in
his cohort, and therefore the Native Americans in NIS may not be
epresentative of the larger IHS cohort.
Dr Ricotta. And along the same lines, can you give us any
nformation or have any studies been done with the VA population?
ecause presumably, again, this is a standard of care that is offered to
verybody that participates in the VA of all different kinds of races and
reeds and socioeconomic status.Has anything been done to examine
thnicity in VA patients who all have equal access to care?
Dr Henry. That is a great population to look at. The incen-
ives that private practice physicians have do not exist as strongly in
he VA population. I have not read any papers looking at this
pecific question among VA patients, but it would be a great idea
or a future research project.
Dr Hasan Dosluoglu (Buffalo, NY). I would like to say it is
oming up, because I can tell you that we looked at this very
ubject in our VA population, which is yet unpublished data. What
e found was the primary amputation rate was higher in African
mericans – despite our aggressiveness with the limb salvage
rrespective of, obviously, of race, and yet after attempted revascu-
arization, we found that limb salvage rates were similar. And, also
e found that the African Americans had more infrapopliteal
isease and were more likely to be diabetic or more likely to be on
nsulin. Although they were a little riskier with equal access to care,
hey do present with advanced ischemia, which was significant,
ith 10% to 12% difference. But then after that, we found that the
atency rates were similar, although there had been previous
eports that suggested differences in patency rates. However, I
ave to warn that it is an all-male population, and the females may
ct differently because the patency rates may be worse in African
merican females than others.
